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PHILADELPHIA NEUROLOGICAL SOCIETY. 

November 28, 1905. 

The President, Dr. Joseph Sailer, in the Chair. 

A Patient With Locomotor Ataxia, Presenting Unusual Arthropathies 
of the Feet. —This case was exhibited by Dr. Philip A. Sheaff. Dr. Dercum 
thought the case interesting because of the absence of all signs of tabes re¬ 
ferable to the eyes and other parts of the body, save the absolute loss of 
the tendo-Achillis reflex and the extraordinary arthropathies of both feet. 
The patient had no ataxia and no Argyll-Robertson pupil. There was also 
some difficulty in micturition. The fact that the knee jerk was absent to 
ordinary test, but present upon reinforcement was also most interesting. 

Dr. Hawke believed, that arthropathies in locomotor ataxia and in 
general paralysis of the insane are more common than are recorded. This 
fact was borne out in cases he had under his observation in which the X- 
ray was brought into use and revealed distinct arthropathy where a simple 
inspection was negative. .He believed that in all cases where one joint 
was involved, the other joints should be X-rayed to see whether they 
showed involvement , also. He mentioned one case in which both knees 
were involved, and inspection showed no deformity, yet the patient was 
unable to walk without crutches. In this case the X-ray showed the deform¬ 
ity very distinctly. 

Dr. Lloyd believed that a reinforcement in tabes, as present in this case, 
was really not. reinforcement. He stated that a reinforcement is an over¬ 
flow of a volitional movement. A true reflex travels up through an arc of 
the cord and back to the muscle, and he did not see how this could be so 
in tabes. 

Dr. Risley stated that he had been struck with the absence of ocular 
symptoms in this case, although he had rarely seen serious impairment of 
vision. Some years ago he had seen a case with Dr. Mills in which there 
was disturbance of vision due to a central scotoma which ended with com¬ 
plete atrophy of the optic nerve in one eye, and later in the other as well. 
Within a few weeks he had seen a similar case, with total blindness in the 
left eye, and in the right eye the field of vision reduced to central vision. 
He stated that in his experience these cases had been comparatively rare, 
although extra-ocular paralyses and Argyll-Robertson pupil were common. 

Dr. Spiller stated that he had examined a case of tabes recently in which 
the only ocular sign was beginning optic atrophy. In Dr. Sheaff’s case 
pallor of the optic disc was found, and therefore it could not be said that 
eye symptoms were entirely absent. 

A Case of Injury to the Face, Followed by Paralysis of Several Cranial 
Nerves. —This case was exhibited by Dr. J. H. W. Rhein and Dr. Risley. 
Dr. Spiller thought the most interesting feature of the case was the presence 
of the pupillary reflex, with the great disturbance of vision. The lesion was 
probably in the orbit, and the “pupillary fibres” within the optic nerve being 
more resistant than the visual fibers had escaped. There is considerable 
evidence that certain fibers within the optic nerve serve the pupillary reflex 
and are not concerned with vision. 

Dr. Weisenburg remarked that another interesting symptom in the case 
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of Drs. Risley and Rhein was the hemianopsia. He had exhibited a year 
ago before this society a similar case, in which an injury to the head had 
caused hemianopsia. This symptom is usually explained either by a cortical 
lesion or an involvement of an optic tract. Dr. Risley’s explanation, there¬ 
fore, that hemianopsia can be caused by an injury to the optic nerve is a 
very important one. 

Dr. Rhein was glad to hear what Dr. Spiller had said, as it supported a 
view which had occured to him; i. e., that possibly a sufficient amount of 
pressure had been caused by the results of the accident to prevent certain 
fibers from transmitting sensations for vision, but had not been sufficient to 
prevent certain other fibres presiding over pupillary reflexes, from transmit¬ 
ting sensory impulses. 

Dr. Risley stated that some years ago he reported seven instances of 
atrophy following blows upon the orbital rim, and recently in looking over 
some medical journals he saw that five other cases had been reported in 
which blows on the rim of the orbit had been followed by optic atrophy. 
In all of his seven cases the impairment of vision came on in from four to 
eight weeks after the injury, and all but two resulted in optic nerve atrophy 
and blindness. In the two remaining cases partial vision was retained. 

A Case of General Myokymia was exhibited by Dr. Charles K. Mills. 
Dr. Hawke asked whether the movements increased when the patient was 
under mental excitement. He stated that many cases came under his care, 
alcoholics and excessive users of tobacco, in which the attacks -involved the 
facial muscles, and he had noticed that the movements became worse when 
the patient was under mental excitement. 

Dr. Mills stated (in answer to the question asked by Dr. Hawke) that 
there was no particular increase of movement as far as. he had observed 
when the patient was under mental excitement. Some distinction must be 
made between cases like this and cases of tic. He did not believe, as had 
been suggested, that the case was hysterical. The disease was probably a 
muscular one, associated with a general neurasthenic state. The explana¬ 
tion of these cases may be found in some form of muscle poisoning or 
toxemia. . . . 

A Rapidly Fatal Case with Symptoms Suggesting Myasthenia Gravis^— 
This was reported by Dr. T. L. Coley. The discussion was opened by Dr. 
J. H. Lloyd. , . _ 

Dr. Burr did not think that Dr. Lloyd’s remarks concerning Oppen- 
heim’s opinions were quite accurate. Dr. Burr’s recollection was that 
Oppenheim simply stated the existence of a deformity in the aqueduct of 
sylvius, and spoke of the possible relation of congenital abnormalities with 
occurrence of disease. It was quite possible that abnormalities of the spinal 
cord indicated that the cord was less resistant to disease than normally. 
In Dr. Burr’s first case of myasthenia the thymus gland was present and 
diseased. At the time he reported the case he did not think it was a 
matter of any importance. Weigert was the first to show that there could 
be any relation between disease of the thymus gland and myasthenia gravis. 
In Hun’s paper the persistence of the thymus gland m Dr. Burrs first 
case was not mentioned. In Dr. Burr’s second case, which he and Dr. 
McCarthy had examined together, the thymus gland was present and the 
muscles were the seat of lymphoid infiltration. He was of the opinion that 
there is some causal relation between persistency and disease of the thymus 
gland and myasthenia gravis. , 

Dr. Mills said that he had seen this case a few hours before death, and 
it seemed to him not to be a case of myasthenia gravis He had recorded 
several cases of myasthenia gravis, and had seen perhaps a halt dozen 
cases Fever was present in this case, and fever is not an accompaniment 
of myasthenia gravis. Sensory symptoms were also present, including acute 
pain. The case in its symptomatology resembled closely Landry s paralysis 
or some form of myelitis. 
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Dr. Dercum thought that there was an acute infection in this case, and 
that the temperature put myasthenia gravis out of the question. He called 
attention to the fact that the thymus gland had been found persistent in 
other conditions besides myasthenia gravis. It had been reported present 
many times in epilepsy. He also thought it possible that a sarcomatous 
thymus might generate a poison which is peculiarly toxic to muscles. 

Dr. McCarthy thought from the examination of the spinal cord as re¬ 
corded by Dr. Coley, that this was not a case of myasthenia gravis. The 
cell changes have been very slight in the cases of myasthenia gravis he had 
examined, but the toxic changes in Landry’s paralysis were well marked. 
In a recent case where a typical Landry’s syndrome existed there was not 
a normal cell in the entire cord. To classify cell changes of that type with 
those that have been found in myasthenia gravis he thought was not j ustified 
from a neuropathologic standpoint. He thought the microscopic examina¬ 
tion as given by Dr. Coley settled the matter distinctly that it could not 
be a case of mvasthenia gravis. 

In conclusion, Dr. Coley stated that the clinical picture which the case 
presented, fitted, in part, into that of Landry’s paralysis of reverse type, and 
yet, there were certain symptoms which are distinctive of those cases re¬ 
ported as myasthenia gravis. 'Notwithstanding some of the expressions to 
the contrary in this discussion he felt that his expressed opinion that the 
pathology of these two diseases has not been satisfactorily worked out, would 
be fully attested by a study of the literature. The autopsy findings in his 
own case lent no added light to this differentiation. Clinically, the case 
seemed to be a doubtful one as to classification, and was so reported. 

Dr. A. J. McCarthy reported a case of unilateral tuberculous meningitis. 

Dr. William G. Spiller and Dr. G. A. Moleen read a paper entitled 
“Chronic Anterior Poliomyelitis in the Adult, With the Report of a Case, 
With Necropsy.” 



